A 75-year-old man presented to clinic with a 4.5 × 2.5 cm crusted lesion of his front left scalp in an area of androgenic alopecia. This nonhealing lesion developed 6 months prior following cryotherapy of actinic keratosis of the scalp. Physical exam revealed an erythematous skin erosion with thick crusts (Fig. 1 ). After removal of the crust, pustules were present. Previous treatment with topical and systemic antibiotics was not successful in resolving the lesion. The pustules with crusting overlying eroded nodules were accompanied by a surrounding region of further hair loss. The man reported that the scalp lesion was not painful, nor did it itch. A skin biopsy of the region was performed and revealed parakeratotic epidermis with lymphocytes and an inflammatory plasma cell infiltrate (Fig. 2, Fig. 3) . Mycobacterial, viral, and fungal cultures of the scalp lesion were negative. Laboratory values such as blood cell counts, liver transaminases, blood urea nitrogen, and serum creatinine levels were within normal ranges.
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What is your diagnosis? Answer Erosive pustular dermatosis of the scalp Erosive pustular dermatosis of the scalp (EPDS) is a rare inflammatory condition of the skin. It typically plagues the elderly, primarily women (women to men 2: 1), following trauma to the scalp or longstanding sun damage, and is infrequently seen in children [1, 2] . Recurrent erosions and yellow to brown crusts and pustules over time result in scarring and subsequent alopecia, telangiectasia, and atrophy of the skin [2] . The hyperkeratotic lesions are not painful and pruritus is rare [3] . Triggers have been reported to include imiquimod [4] , ingenol mebutate [5] , and herpes zoster [6] . Corticosteroids have been proven to be effective in the treatment of most of these cases.
The pathology of EPDS is not fully understood but it has been proposed to be due to atrophy of skin tissues and is marked by the presence of nonspecific inflammation with an abundance of neutrophils [7] . The response to corticosteroids by EPDS suggests immunological dysfunction may be related to the pathomechanism, and the response to corticosteroids can aid in diagnosis [7] . Among the most common causes of EPDS are lacerations, bruises, shingles, severe sunburns that result in blistering, surgical resections, skin grafting, topical chemotherapy, and cryotherapy, yet EPDS persists long after the initial insult [3] . Autoimmune diseases also have been reported in association with EPDS such as rheumatoid arthritis [7] . Because the clinical appearance of EPDS presents very similar to bacterial or fungal infections such as a kerion, in most instances colonizing organisms are misinterpreted as the cause of the disease leading to inappropriate antibiotic and antifungal treatments that fail to resolve the lesion, as the condition is not primarily an infective process [1, 7] .
In the case of our patient, a history of cryotherapy and lymphocytes and plasma cells noted upon biopsy were the basis of the diagnosis of EPDS. The lesion was treated with high-potency topical corticosteroid ointment (clobetasol 0.05%) applied daily. This treatment regimen resulted in the lesion clearing in 1 month.
Among disorders to be considered in the differential diagnosis for EPDS would be tinea capitis and kerion celsi, in which a mycological investigation would be sufficient to differentiate; actinic keratosis and squamous cell carcinoma should also be considered, which are distinguishable by biopsy. Subcorneal pustular dermatosis should be ruled out, which is more closely related to EPDS but has blisters and hypopyon and is not limited to the scalp. Finally, the autoimmune disease pemphigus foliaceus can be ruled out with a Tzanck smear test [3] .
In instances when topical corticosteroids fail to resolve the lesions, which is thought to be due to the inability to penetrate hyperkeratosis crusts, a new treatment option has been discovered: curettage followed by aminolevulinic acid photodynamic therapy (PDT) [8] . Curettage is used to promote reepithelization within a week and the following treatment is characterized by a 1-hour application of 20% aminolevulinic acid and blue light (417 nm) exposure for 16 min 1-2 weeks later [8] . In the 8 patients this treatment was assessed in, the lesions cleared after one round of treatment; in the other 2, two rounds successfully cleared the EPDS. PDT is also thought to be effective in combination with topical corticosteroids for recurrent lesions, as PDT may increase the responsiveness to anti-inflammatory agents [8] .
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